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it was not due so inucli to stretching as to a localized hemorrhage either 
within or around the cord, without any special grounds for such an 
opinion. In that case there was no pain as he remembered it. 

Dr. Spiller said he did not think we could accept a diagnosis of 
hemorrhage of the conus in this case, for the reason that the lesion 
was chiefly unilateral. If a hemorrhage is in the conus it must cause 
bilateral symptoms, as the conus is very small. It is also improbable 
that the hemorrhage is in the roots of the cauda equina, because we 
could hardly suppose that a hemorrhage around the roots would be 
confined to one side. The cauda equina roots are anchored as they pass 
through the dura, and if there is a forcible over-stretching of the back 
with the feet firmly planted cne can readily believe there might be 
stretching of these roots. Dr. Spiller said he had found in the Berliner 
Klinische Wochenschrift a few weeks ago, a description of a man who 
was striking with a heavy instrument: he missed the object and the blow 
went farther than he intended and caused paralysis of the sciatic nerve 
from the stretching of the nerve. It did not seem necessary to assume 
that there was hemorrhage here. 

Dr. Spiller also said that the paralysis of the bladder in the case 
with unilateral symptoms was not complete at first. He was able to 
retain urine excepting when he coughed or was under unusual exer¬ 
tion. It was an interesting question as to whether the bladder could 
be paralyzed from an unilateral lesion. The rectum had not been abso¬ 
lutely paralyzed but its action was very imperfect. To establish the 
unilateral involvement he depended more upon the area of sensation. 
We must assume that the bladder and rectum are innervated from the 
lower sacral roots, and we know that the area of anesthesia which this 
man had was in the distribution of probably the fourth and fifth sacral 
roots. 


A CASE OF INTERMITTENT CLAUDICATION. 

By Dr. D. Riesman. 

T. W., married: 40 years of age; native of Russia; occupation, potter. 
For a year and a half typical attacks of intermittent claudication charac¬ 
terized by cramp-like pains coming on after walking a short distance and 
compelling him to sit down; after a few minutes’ rest is able to pro¬ 
ceed, but walking is again interrupted as before by cramp in the calf 
muscles. No pain at night; occasionally cramp in the toes and sensa¬ 
tion of burning on inside of leg and in soles, with pain under toe nails: 
at times pains in back, arm, and wrists; changes in weather have no 
influence. Huge varicose veins, which in patient’s opinion have no¬ 
thing to do with present trouble; slight degree of flat foot. Tendon 
reflexes normal; no Babinski reflex; no ankle clonus; plantar reflex 
feeble; tactile sensation not disturbed; pupils unequal; react to light. 
Absence of pulsation in dorsalis pedis and posterior tibial arteries. 
Comments upon this case and upon arteriosclerotic ischemias in gen¬ 
eral. 

Dr. McCarthy said that in respect to the cerebral type of exhaus¬ 
tion paralysis, two or three years ago, he discussed before the College 
of Physicians a condition which he called intermittent exhaustion par¬ 
alysis of cortical origin. This was before the recent discussion on the 
senile type of intermittent claudication was published. Last year he 
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presented the subject more in detail before the American Neurological 
Association without publishing it. At that time he called attention to 
a syndrome which differed considerably from the intermittent peri¬ 
pheral paralysis with spasm, and called attention to the condition of 
intermittent hemiplegia occurring in cases of marked cerebral arterio¬ 
sclerosis, these cases going to autopsy, diagnosed as uremic, although 
they could not be explained on that ground. His attention was first 
called to this condition in a case of migraine in which there was exten¬ 
sive arteriosclerosis without kidney involvement. In this just as in 
the peripheral cases, there is a condition of deficient nutrition to brain 
centers due to a very marked condition of arteriosclerosis. This con¬ 
dition he tried to explain in this discussion must be distinctly differ¬ 
entiated from cases with uremic symptoms, on the one hand, and the 
sclerotic cases in which the pons or basic centers are involved. In these 
cases the symptoms are much more prolonged. In the condition of 
which he was speaking they may last 24 hours. His own feeling about 
these cases of peripheral intermittent claudication was that they could 
not be altogether explained on the deficiency of the blood supply. There 
was some change in the muscles. A damming back of the blood with 
increased total blood supply in the extremity was a much more potent 
factor than the deficient blood supply. In the Phipps Institute the leg 
muscles had been examined in practically every case autopsied. Very 
often they came across extensive grades of arteriosclerosis, and in one 
case only, of intermittent claudication. We must consider whether a 
parenchymatous change in the lower extremities rather than a deficient 
supply from the vessels is responsible; i.e., a pathological change in the 
whole extremity in the arteries, veins, muscles and to a certain extent 
in the tissues. 

Dr. Spiller stated that he understood Dr. Riesman to say that the 
only important differential feature in this central claudication accord¬ 
ing to Dejerine, is the condition of the pulse. Dr. Spiller stated that 
Dejerine emphasized the fact that in the central type pf claudication 
the reflexes may be exaggerated after exhaustion and lost at other 
times; there may be a Babinski sign after exhaustion. He thought 
hardly anyone who had studied the subject of intermittent claudication 
believed it due solely to the arteriosclerosis. Erb stated that there must 
be something in addition to the arteriosclerosis. Arteriosclerosis often 
occurs without intermittent claudication. 

Dr. Spiller said transitory hemiplegia from arteriosclerosis is well 
known. He had spoken of it himself repeatedly during many years. 

A CASE OF ALTERNATING UNILATERAL EPILEPTIFORM 
CONVULSIONS ASSOCIATED WITH CORTICAL 
CEREBRAL DEGENERATION. 

By Drs. Charles W. Burr and Carl D. Camp. 

An elderly man suddenly fell unconscious in a right-sided con¬ 
vulsion. For the remainder of his life, a few weeks, he continued un¬ 
conscious and had recurring epileptiform convulsions, sometimes 
confined to one side, sometimes to the other, and occasionally passing 
over slightly to the other side. The immediate cause of death was lobar 
pneumonia. At autopsy the calvarium and dura mater were found to 
be entirely normal. The pia over the Rolandic region and anterior 



